Intestinal obstruction by a phytobezoar is a rare entity reported in the literature. Small bowel phytobezoars are almost always obstructive, causing mechanical obstruction of bowel. Small-bowel perforation secondary to phytobezoars is even a rarer clinical entity, which is not well documented in the literature. A case of intestinal obstruction and perforation in a 7-year-old girl induced by phytobezoar impaction is reported. Confirmatory preoperative diagnosis was not possible. The case was diagnosed at laparotomy and postoperatively, after specific questioning. History suggestive of chronic ingestion of a local wild fruit "amlook" was obtained from the parents.
CASE REPORT
A 7-year-old girl was referred to our centre from a peripheral hospital for management of recurrent bilious vomiting, weight loss of 2 months duration and abdominal distention with absolute constipation for the last 5 days. Her past surgical history revealed appendicectomy performed 2 months back for right iliac fossa pain. Interestingly, her symptoms also dated back to the same time period.
On admission, the girl was grossly emaciated, weighed only 13kg, had a pulse rate of 120 beats per minute and her temperature was 100°F. She had gross pallor and oedema of the dependent parts. Abdominal examination revealed distention, diffuse tenderness and a mobile vague mass palpable in the left lumbar region. Bowel sounds were sluggish and per-rectal examination revealed an empty rectum with no palpable mass. Her hernial orifices were normal.
Her blood investigations were unremarkable except for a total leukocyte count (TLC) of 17.06x10 6 . Her serum amylase level was normal. Plain X-ray of the abdomen showed gas under the right dome of the diaphragm. Ultrasonography (USG) of the abdomen showed free peritoneal fluid with dilated bowel loops. Computed Tomography (CT) scan done showed free fluid within the peritoneal cavity around liver, spleen and in the paracolic gutters with free intraperitoneal air anterior to the liver and just under the anterior abdominal wall with a mixedattenuation mass-like lesion with predominant air density in it, in relation to gut in the left lumbar region. An emergent exploratory laparotomy was performed. At laparotomy, about one litre of foul smelling fluid was drained from the peritoneal cavity. The stomach was dilated and white flakes were seen covering the serosa of the stomach and the entire small bowel. On inspection of the small bowel, a compact palpable mass (about 4x5cm) was present about 25cm from the duodeno-jejunal junction with 4 perforations in the wall around the mass. The area of the perforated bowel containing the calcified mass was resected and the bowel was anastomosed in an end-to-end manner. On opening the specimen, the appearance of the density was consistent with a phytobezoar, a suspicion confirmed on final pathologic examination. Retrospective questioning of the parents revealed history of chronic ingestion of a local wild fruit named "amlook". The postoperative period was uneventful; she was started on nourishing fluid and soft diet. The patient became symptomfree and gained weight and was discharged on the 15 th postoperative day. At 2½ month follow-up, she is free of any symptom and thriving well.
DISCUSSION
Small-bowel obstruction accounts for about 20% of hospital admissions ( 7 ) . Phytobezoars usually form in the stomach. They may remain there, or part or all of the mass may leave the stomach, become impacted in the small bowel and cause obstruction. In our patient, the bezoar was impacted at 25cm from the DJ junction. Phytobezoars usually occur sporadically, but in the winter of 1981, a new variety of persimmon was developed in Israel, which caused an epidemic of small-bowel phytobezoars ( 5 ) . Previous gastric surgery and vagotomy are amongst the risk factors for the development of phytobezoars. Other risk factors include eating of vegetarian diet, and poor mastication. The mechanism by which phytobezoars are formed after vagotomy is thought to be an alteration in gastric emptying caused by vagotomy. Gastric surgeries which predispose to phytobezoar formation include pyloroplasty and gastroenterostomy which allow passage of a large bolus through an enlarged gastric outlet.
Radiological studies for detection of phytobezoars include plain abdominal X-ray, barium study, USG and CT scans. Plain X-ray of the abdomen may reveal a mottled gas collection and dilated proximal bowel with or without air fluid levels. In barium studies, a phytobezoar may appear as an intraluminal filling defect of variable size that does not appear to be fixed to the bowel wall; however, it is very difficult to differentiate these filling defects from intraluminal tumours. USG may show bezoars as intraluminal masses with a hyperechoic, arc-like surface and prominent posterior acoustic shadowing. The USG appearance of bezoars may, however, be confused with gall stones and other calcifying masses. CT is a useful and powerful tool in the detection of small-bowel bezoars.
Characteristically bezoars are observed as intraluminal masses with a mottled pattern. Orally given contrast medium outlines the mass in the small bowel ( 6 ) . CT can also demonstrate the presence of additional bezoars and can also differentiate bezoars from other intraluminal masses, as well as provide information about associated complications such as perforation and obstruction. In our patient, CT showed a mixed-attenuation mass-like lesion with predominant air density in it, in relation to gut in the left lumbar/iliac fossa region.
UGI endoscopy can definitely diagnose phytobezoars. Some gastric phytobezoars can be removed under endoscopic vision. Small-bowel phytobezoars usually require laparotomy with fragmentation of the phytobezoar by finger fracture technique and milking of the bezoar into the caecum. Recently, some authors have performed a laparoscopic approach successfully. Phytobezoar-induced perforation by pressure necrosis may need resection of the bowel and anastomosis, as was required in our patient.
Lastly, it is emphasized that such an atypical case presentation may keep the surgeon in a diagnostic dilemma.
The surgeon should keep the possibility of a phytobezoar in his mind, particularly in developing countries, where children have a habit of eating everything, almost everything. 
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